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Abstract Many low-income elderly live in subsidized housing in central
cities. These aging tenants need adaptive physical structures and
supportive services in order to age in place, but lack the
resources to pay for them. The responses to the AHEAD Wave
2 survey are used to compare the housing conditions of elderly
subsidized housing residents with unsubsidized tenants. Results
indicate subsidized tenants have greater health and physical
limitations. They are likely to have physically appropriate
housing, but unlikely to have access to supportive services that
would allow them to age in place, creating a problem
policymakers must address.
Introduction
As wealthier Americans migrated to the suburbs, many low-income residents were
left behind in the inner city. There they have aged in place, growing old with their
homes and neighborhoods. A number of the lowest income elderly left in the
central city live in subsidized housing. These elderly tenants by deﬁnition have
fewer ﬁnancial resources to support themselves in old age than those who do not
quality for housing subsidies. They may also be at a disadvantage in terms of
health and social resources. Thus, the older Americans with the greatest needs
may be those with the fewest resources to satisfy those needs.
The burden to provide for the housing and service needs of aging subsidized
tenants falls to local, state and federal government agencies working in
conjunction with charitable and community organizations. However, recent public
policy trends toward dispersing subsidized housing tenants into privately owned
geographically scattered facilities poses a signiﬁcant problem for aging residents
whose housing requirements are intertwined with supportive service needs.
Most of the research in the United States about housing the aging population
focuses on market-rate seniors housing being constructed in suburban and
destination retirement locations with supportive services and amenities designed
to attract moderate- to high-income residents. These developments do not address
the needs of the low-income elderly aging in the central city with insufﬁcient396  Gibler
income or assets to pay for market-rate seniors housing and limited family support
to help them age in place. To expand our knowledge about the housing and service
needs of this segment of the seniors market, this article uses data from the 1995
AHEAD Wave 2 survey to explore the topic of elderly subsidized housing. It will
compare subsidized tenants to elderly renters living without housing subsidies in




The U.S. population will continue to age and become more diverse in the coming
decades. While the rate of growth of the elderly segment of the population has
recently slowed as the smaller cohort born during the Depression reached
retirement age, the leading edge of the baby boomers will reach retirement age
in 2010, doubling the population age 65 and older by 2030. In addition, more
people are living longer. By 2030, Americans age 75 and older are expected to
comprise 9% of the population. Females make up a majority of the elderly. In
1995, 64% of people age 75 and older and 72% of persons age 85 and older were
women. Only 37% of all persons age 75 and older and 22% of women were
married and living with a spouse. The proportion of racial minorities is expected
to grow to 16% and the proportion of Hispanics to 11% of the 75 and older
population by 2030 (Siegel, 1996; U.S. Department of HUD, 1999; and U.S. AOA,
2001).
With increasing age often come health problems. Researchers assess elderly health
and functional ability in three ways: self reported overall health, presence of
chronic conditions, limitations to activities of daily living (ADLs) and instrumental
activities of daily living (IADLs). ADLs include bathing, dressing, eating, getting
out of bed, walking/getting around inside and using the toilet. IADLs include
more complex tasks such as managing money, preparing meals, shopping, doing
laundry, using the telephone, doing housework, getting around outside and
traveling.
In the mid-1990s, 28% of persons age 65 and older reported their health as fair
or poor, with poor health ratings more common among the oldest old, Hispanics
and Blacks. Some 18% of noninstitutionalized people age 70 and older were
visually impaired and one-third were hearing impaired. Almost four-ﬁfths reported
at least one chronic condition. The most common chronic conditions, as shown
in Exhibit 1, are arthritis, hypertension, heart disease and cancer. One-third of
these older Americans had difﬁculty performing and one-fourth was unable to
perform at least one of nine physical activities such as climbing a ﬂight of stairs,
walking a quarter of a mile, stooping, crouching or kneeling. Similarly, 20% ofAging Subsidized Housing Residents  397
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Source: Federal Interagency Forum on Aging-Related Statistics, Older Americans 2000: Key Indicators of Well-
Being, Washington, DC: U.S. Government Printing Ofﬁce, 2000.
noninstitutionalized persons age 70 and older had difﬁculty performing at least
one ADL and 10% had difﬁculty with at least one IADL. These physical and
health problems are more prevalent among women, the oldest old and minorities.
In addition, the likelihood of severe disability increases with age from 1 in 30 for
those aged 65 to 74 to 1 in 10 for those aged 75 to 84 to 1 in 3 for those aged
85 and older (Kramarow, et al., 1999; and Stucki and Mulvey, 2000).
In addition to limited health resources, many older Americans also possess limited
ﬁnancial resources. The most common sources of income for the elderly are Social
Security, assets, pensions and earnings. The 26% of households age 75 and older
who are renters reported a 1995 household median income of only $9,252. These
renters tend to be women and minorities who live alone in urban communities
(Hermanson and Citro, 1999; U.S. Department of HUD, 1999; and U.S. AOA,
2001).
The majority of elderly households hold substantial assets, as is shown in Exhibit
2. However, because the most valuable asset most seniors own is their home, the
median net worth of homeowners age 62 and older was $141,300 in 1995 while
it was only $6,460 for renters. In fact, one-half of elderly renters with incomes
under $25,000 reported no assets at all (U.S. Department of HUD, 1999).
Education and occupation are directly related to one’s ﬁnancial circumstances.
The average educational attainment of the elderly population is increasing as398  Gibler
Exhibit 2  1995 Distribution of Household Net Worth Among Householders Age 75 and Older
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Current Population Reports, Household Economic Studies, Series P70-71, Washington, DC: U.S. GPO, 1995.
better-educated Americans reach retirement age. By 1995, 43% of those age 65
and older reported attaining less than a high school education; 30% were high
school graduates; and 27% had completed at least some college (U.S. Census
Bureau, 1996).
Living arrangements and, therefore, the availability of live-in informal family
support, vary among the elderly population. Almost one-third of all
noninstitutionalized elderly persons live alone, however almost two-thirds of
women ages 85 and older do. More than 500,000 seniors live in assisted living
facilities. Meanwhile, at least 4% of the elderly population resides in a nursing
home; one-half of these residents are age 85 or older and three-fourths are women
(Federal Interagency Forum on Aging-Related Statistics, 2000; U.S. Department
of HUD, 1999; and U.S. AOA, 2001).
Many of these elderly households face a housing affordability problem. Renters
age 75 and older were paying a median rent of $399, 38% of their income, in
1995. Two-thirds were paying more than 30% of their income in rent.
Affordability problems are concentrated among older, female, lower-income
seniors with few assets. These residents with severe housing cost burdens are often
live in central cities (Hermanson and Citro, 1999; and U.S. Department of HUD,
1999).
The majority of the housing occupied by elderly residents is in good condition.
Only 4.5% of subsidized renters age 62 and older and 9.1% of unsubsidized
renters report physical housing problems. Fewer than 5% say they need home
modiﬁcations to accommodate their physical limitations. Needs are most common
among older renters living in older substandard housing units. Some residents
have already modiﬁed their homes. Almost 30% of those with physical limitations
report having handrails or grab bars in their homes. However, fewer than 10%Aging Subsidized Housing Residents  399
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have either installed ramps, made bathrooms or kitchens accessible, or widened
doorways or hallways (U.S. Department of HUD, 1999).
In addition to making physical modiﬁcations to their homes, aging Americans
often rely on family members and friends for informal help to maintain an
independent residence. The spouse, if present, is the primary helper. Use of formal
services and institutionalization appear related to the number of ADL and IADL
deﬁcits, extreme age, cognitive decline and the unavailability of informal support
(Morris and Morris, 1992). Because of the increasing incidence of disability with
age, nursing homes house a larger proportion of the oldest old. While there were
10.8 nursing home residents per thousand population aged 65 to 74 in 1997, there
were 45.5 per thousand aged 75 to 84 and 192.0 per thousand aged 85 and older
(National Center for Health Statistics, 2000). Single and widowed older persons
are twice as likely to be admitted to a nursing home as married persons, even
after controlling for health, demographic and economic resources (Freedman,
1996). Older women also more commonly enter a nursing home than older men
do (52% vs. 33%), partly because women have higher disability rates, but also
because they tend to live longer than their husbands and, therefore, have less
informal support when they need it (Kemper and Murtaugh, 1991).
These aging Americans are dispersed among communities throughout the U.S.
Three-fourths of elderly households live in MSAs and 5.8 million in central cities,
although the proportion residing in central cities has been declining (U.S. Census
Bureau, 1999). Now one-half of the elderly live in the suburbs, 27% in central
cities and 23% in nonmetropolitan areas (U.S. AOA, 2001). However, the elderly
living in government-subsidized housing are concentrated in urban areas.
Housing/Service Options for the Elderly
The housing and health care industries have developed a variety of housing
products to serve elderly housing needs, including age-segregated housing without
services, congregate care, assisted living, nursing homes and combinations such
as lifecare and continuing care retirement communities. Age-segregated housing
is designed for healthy, independent residents. Congregate care provides
independent rental apartments with access to a common dining facility.
Housekeeping, recreation and transportation services are also often provided.
Assisted living facilities (sometimes called residential care, board and care, or
sheltered care) house tenants in private or semiprivate rooms with access to central
dining and activity rooms. A wider range of services is provided, including
assistance with ADLs and IADLs, security, emergency call system, transportation,
medication management, laundry, housekeeping and social programs. Custodial
care provides unskilled nursing care 24-hours-a-day in a private unit. Skilled
nursing facilities provide 24-hour-a-day nursing and medical care to residents. A
continuing care retirement community (CCRC) or lifecare community offers a
range of living units from independent to skilled nursing facilities, often at one
location.400  Gibler
Providing these supportive services can be costly, especially when residents live
in facilities that provide greater services than they need or the recipients are
scattered throughout the community. Low-income elderly who rely on government
assistance for services are limited to the options allowed under Medicaid and other
assistance programs. This has led to many low-income elders either making do
without supportive services or entering nursing homes even though they do not
require that level of care. Linking housing with appropriate levels of supportive
services may prolong independence, delay moves to nursing homes, and enhance
quality and satisfaction with life at a lower cost to the government and, ultimately,
the taxpayers.
U.S. Federally Subsidized and Public Housing Programs
Most federal rental housing assistance programs operate in one of three basic
ways. One is public housing that is developed, owned and operated by a
governmental agency. A second is project-based programs that ﬁnance private
construction and rehabilitation of units for low-income occupants who receive rent
subsidies. A third is tenant-based programs that provide direct rental assistance to
households who ﬁnd their housing on the open market. From the 1930s through
the mid-1980s, public housing was constructed throughout the U.S. Project-based
assistance also added large numbers of units from the mid-1970s through the early
1980s. The current emphasis is on tenant-based rental subsidies. In most of these
programs, tenants pay rent that is calculated as a percentage of their income, often
30%. However, a ﬂat rent unrelated to income is charged in projects supported by
certain subsidy programs (U.S. Department of HUD, 2000).
Although funding is no longer available for constructing new projects in many of
the housing assistance programs, properties developed under these programs are
still occupied today. Similarly, although new tenants may not be eligible for direct
assistance in some programs, many who entered programs in earlier years are still
receiving their beneﬁts. Thus, housing support is currently being provided to
elderly low-income renters via housing and rent subsidies from many different
programs. Federal programs currently provide rental assistance to more than 1.7
million extremely and very low-income renter households headed by someone age
62 or older (Kochera, 2001). Approximately 15% of subsidized renter households
are headed by someone age 75 or older (Hermanson and Citro, 1999).
Public housing developments are most heavily concentrated in low-income
minority neighborhoods in the South and Northeast. Although recent efforts have
focused on geographically dispersing subsidized housing, approximately 61% of
public housing is located in the central city. Almost half of all project-based
assisted housing and tenant rental subsidies are also housing people in the central
cities (Newman and Schnare, 1997).
Before the 1956 Housing Act changed the deﬁnition of family to include single
elderly individuals, only older persons who were members of families couldAging Subsidized Housing Residents  401
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occupy public housing (Mangum, 1994). By 1999, 32% of public housing
households had a head or spouse age 62 or older, totaling more than 358,000 units
(Kochera, 2001). Not all elderly tenants live in units speciﬁcally designed to
accommodate aging. In 1986, 48% of older tenants lived in public housing units
built for the elderly and handicapped, 15% lived in units for the elderly in mixed
family/elderly developments and 37% lived in family units in family
developments (U.S. Senate, 1991).
The federal government judges most public housing projects (86%) containing
concentrations of elderly residents and 70% of family projects to be in good or
excellent repair. Almost 90% of elderly projects are located in neighborhoods that
government inspectors judge as good or excellent (U.S. Department of HUD,
1999). These elderly public housing projects are commonly located in census
tracts with a high percentage of residents age 65 and older, low housing values
and few single family owner-occupied houses (Rohe and Freeman, 2001), but not
as poverty ridden or racially segregated as family public housing neighborhoods
(Goering, Kamely and Richardson, 1997).
The ﬁrst housing designated speciﬁcally for tenants age 62 and older was
authorized by Section 202 of the Federal Housing Act of 1959 and Victoria Plaza,
the ﬁrst project in this program, opened in San Antonio on September 1, 1960
(U.S. Department of HUD, 1999). Since that time, the Section 202 program has
provided over $10 billion in funding to nonproﬁt sponsors for construction and
rehabilitation of more than 4,800 projects containing more than 319,000 housing
units (Kochera, 2001).
Despite the association of elderly housing with Section 202, projects ﬁnanced
under Section 8 new construction and rehabilitation project-based assistance
actually house the largest number of elderly residents, with more than 343,000
households headed by someone age 62 or older. In addition, approximately
146,000 elderly households reside in Section 236 housing and more than 213,000
elderly households receive Section 8 vouchers (Burke, 1998). Other subsidy
programs include Section 221(d)(3) with more than 21,000 senior households,
Section 515 with more than 190,000 senior households, the Low Income Housing
Tax Credit that supports an additional 108,000 senior households and HOME with
approximately 20,000 senior households (Kochera, 2001). Exact ﬁgures can be
difﬁcult to identify because many projects receive funding from multiple sources.
Federal funding of services for the elderly in subsidized housing has been more
limited. The Congregate Housing Services Program (CHSP) enacted in 1978
provided funding for supportive services for the elderly in some subsidized
housing. A typical congregate program is staffed by a service coordinator working
with either on-site service staff or in cooperation with outside entities to provide
services. Most of the funds pay for service coordination and meals. Tenants pay
for these services on a sliding scale.
Congress authorized a new CHSP in 1990 to cover both services and retroﬁtting
of individual units and public/common spaces. However, HUD funding is limited402  Gibler
to 40% of the total cost; grantees provide 50% of the funding in the form of
matching funds and 10% comes from resident fees. Some housing sponsors have
experienced difﬁculty obtaining matching funds to participate in the program.
There has also been a shift in emphasis in the new program to serve the frailest
residents, provide services other than meals and change from a sliding scale to a
ﬁxed fee with a maximum based on income. As a result, the typical new CHSP
participant is a white, female over age 75 with three or more ADL limitations
who lives alone and uses housekeeping, meals and/or transportation services. One-
half of these participants say it would be difﬁcult to continue living as they do
without the CHSP services. In addition, the housing operators with CHSP report
higher occupancy rates, lower turnover and better maintenance of housing units
(Research Triangle Institute, 1996).
Section 202 now allows sponsors to use government money to build supportive
housing and spend up to 15% of their funds for services. Service coordinators are
considered an allowable cost if principally servicing frail older persons. In
addition, HUD will fund the costs of services for the frail elderly and for those
determined to be at risk of being institutionalized in existing Section 202 projects
that were funded after ﬁscal year 1990. Otherwise, sponsors must arrange the
provision and ﬁnancing of these services on their own (U.S. GAO, 1997).
Nevertheless, a 1999 survey found older Section 202 projects were far more likely
to offer supportive services than newer projects, reﬂecting the greater need of their
older residents as well as the larger size and greater physical capacity of older
projects. Almost 60% of projects occupied before 1974 offered meals or
housekeeping services compared to less than 20% of those occupied since the
mid-1980s. Overall, one-fourth of Section 202 projects reported offering at least
partial congregate services, but only 5% were offering assisted living. The Section
202 Assisted Living Conversion Program is available to fund the conversion of a
small number of existing senior housing projects into assisted living facilities
(Heumann, Winter-Nelson and Anderson, 2001; and Kochera, 2001).
HUD funding of the Service Coordinator Program has resulted in 37% of Section
202 elderly housing projects employing service coordinators on staff (Heumann,
Winter-Nelson and Anderson, 2001). Although comparable survey data do not
exist on other housing programs, a 1998 report estimated that 3,700 resident
service coordinators were employed in federally subsidized housing nationwide.
The services most frequently used by their clients were housekeeping (85%), home
healthcare (84%) and personal care assistance (79%) (Mokkler and Monks, 1998).
Other federally supported service programs include a HOPE demonstration
program created to test the effectiveness of a combination of housing vouchers
and services on the independence of frail older participants. The HOPE program,
however, has suffered from a lack of funding authorizations. The U.S.
Administration on Aging has also provided grants funding supportive service
programs. In addition, several states have congregate services programs that
resemble the federal programs (Miller, 2001). According to a survey (Sheehan,
1995), almost half of Area Agencies on Aging reported funding at least oneAging Subsidized Housing Residents  403
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seniors supportive services program in the previous two years. Most of these
programs are available to all community frail older persons, not just subsidized
residents. In addition, private organizations such as the Robert Wood Johnson
Foundation have funded the coordination and provision of supportive services.
Such home-based services may be provided by home care units of hospitals,
private home care companies, local social services departments, nonproﬁt
community agencies and community health centers.
Elderly Subsidized Housing Tenants
The aging of the general population is reﬂected in the demographics of subsidized
housing residents. Aging in place and a rising average age of new applicants has
resulted in 15% of elderly public housing household heads over age 85, compared
with only 9% of the national elderly households. Meanwhile, the average age of
residents of Section 202 Housing rose from 72.0 years in 1983 to 75.0 years in
1999 with female residents outnumbering men by a ratio of more than three to
one (Heumann, Winter-Nelson and Anderson, 2001).
As would be expected, the median household income of public housing residents
age 62 and older at $7,451 is only 35% of the median for all elderly households.
While elderly tenants in project-based Section 8 housing had a median income in
1997 of $8,227, elderly residents of other project-subsidized housing reported a
higher median income of $10,669 (U.S. HUD, 1999). Incomes at these levels mean
that many subsidized housing residents are already eligible for Medicaid assistance
and others will soon be eligible if they need care.
In addition to their ﬁnancial limitations, 27% of subsidized residents age 62 and
older report a physical or mental disability (U.S. Department of HUD, 1999).
Seniors in subsidized housing reported higher levels of limitations with ADLs and
IADLs than unsubsidized renters in both the Survey of Income and Program
Participation (40% vs. 28%) and the American Housing Survey (32% vs. 19%)
(Wilden and Redfoot, 2002). Their self-rated overall physical health is
signiﬁcantly worse than that of other older adults (2.17 compared to 2.63 on a
4-point scale with 4 representing ‘‘excellent’’ and 1 representing ‘‘poor’’)
(Weinberger, et al., 1986).
Elderly public housing tenants have higher rates of psychiatric symptoms and
mental disorders, such as depression and dementia, than other older Americans
(Berkman, et al., 1986; Bojrab, et al., 1988; and Rabins, et al., 1996). They score
higher on the Center for Epidemiological Studies Depression scale (CES-D) [10.22
vs. 8.70 for private housing residents in Weinberger, et al. (1986) and 9.94 versus
a national average of 8.6 for persons 55 and older in Bojrab, et. al. 1988)].
Public housing residents’ health problems and lack of resources have led them to
rely on hospital and nursing home care. In one study, the public housing resident
hospital admission rate was 2.3 times the rate estimated based on age and 3.4
times the admission rate of all low-income persons. Nursing home placement was404  Gibler
seven times the expected rate for similarly aged community residents (Weinberger,
et al., 1986). Researchers in New Haven, Connecticut, found the risk of nursing
home admission among elderly public housing residents to be 49% greater than
elderly living in the community (Freedman, 1996). Within the public housing
population, entry to a nursing home appears to be related to the number of IADL
difﬁculties and mental health (cognitive disorder, emotional distress and psychotic
disorder) (Black, Rabins and German, 1999).
Recent research on meeting the needs of subsidized housing residents as they age
is limited. Some studies have focused on the problems with mixing healthy seniors
and younger mentally ill tenants, ﬁnding elderly residents’ satisfaction levels
dropping with increasing numbers of younger residents (Filinson, 1993; and
Heumann, 1996). Another survey found neighborhood quality and perception of
crime as the most important factors in tenant satisfaction (Burby and Rohe, 1990).
However, satisfaction is only one measure of the quality of the living environment.
As residents age and develop physical limitations, they must compensate for their
declining health and mobility through home modiﬁcations, mechanical devices or
personal care services. Modiﬁcations and equipment must be allowed by the
landlord and either ﬁnanced by the owner or the tenant. Either management can
provide on-site services or residents can contract directly with outside providers.
Interviews with elderly who only recently moved to public housing (Frank, 1996)
indicate the residents wanted to maximize their independence by relocating while
they were healthy to a home that was safe, affordable, easy to manage, convenient
to shopping and services, with help available, if needed. They speciﬁcally cited
the attraction of having close neighbors, emergency call buttons, elevators and
security as reasons for moving to public housing. Thus, they are expecting public
housing to provide support as their needs increase.
While the elderly often rely on family members and friends for informal support
services to delay or avoid home modiﬁcations, formal support services and
institutionalization, many public housing tenants do not have family to provide
support. Subsidized tenants are less likely to have a spouse present in the home
to provide informal support (15% vs. 36%) than unsubsidized elderly renters are.
Three-fourths of elderly subsidized tenants live alone (Wilden and Redfoot, 2002).
Holshouser (1988) found that housing managers had major problems obtaining
cooperation from elderly tenants’ family members when needed. Neighbors may
not provide assistance because of their own frailty or lack of community feeling.
Residents also may fear that if they identify themselves in need of assistance they
may be evicted from housing that requires residents to be able to live
independently.
Thus, the U.S. is currently housing a large group of aging Americans in subsidized
housing whose needs for adaptive housing and support services will only grow in
the future as their health declines. Programs to assist these aging residents are
limited and their funding uncertain. How great are their individual needs? How
different are they from the needs of other senior renters? These questions are the
focus of the remainder of this article.Aging Subsidized Housing Residents  405
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 Methodology
To determine whether the supportive housing needs of aging subsidized housing
residents differ from other elderly renters, this research examines the current health
and housing conditions of a group of Americans age 72 and older who participated
in the Asset and Health Dynamics Among the Oldest Old (AHEAD) Wave 2
survey conducted in late 1995 through early 1996. AHEAD is a national panel
survey of a representative sample of community-based Americans who were born
in 1923 or earlier. It includes oversampling of minorities and Florida residents.
This oldest segment of the American population is especially vulnerable to
physical, mental, ﬁnancial and social problems that could make independent living
difﬁcult either in market or subsidized housing. The National Institute on Aging
sponsored data collection by the Institute for Social Research at the University of
Michigan. The Wave 2 survey collected data on the health, economic status,
demographic characteristics, housing and supportive service use of 7,027
individuals in 5,222 households across the country via telephone. (The
questionnaires, codebooks and data from this survey are available from the
University of Michigan Institute for Social Research.)
For the purpose of this investigation, renters age 72 and older living in
townhouses, duplexes and apartments were selected, providing 877 respondents.
Of these, 397 reside in subsidized housing, most of which are located in
metropolitan areas. The other 480 live in unsubsidized townhouses, duplexes and
apartments.
All the items in the survey are self-reported measures. Respondents were asked
demographic and economic questions such as birth date, marital status, education,
income and debts. Whenever a respondent was unsure of a speciﬁc numerical
response, the interviewer used a series of bracketing questions to narrow down
the answer. From these, precise estimates were then imputed. (A detailed
discussion of all questions that used this imputation method for initial uncertain
responses is available from the University of Michigan Institute for Social
Research.)
The respondents’ current health condition was examined in several different ways.
First, respondents were asked to rate their general health and hearing (using a
hearing aid as usual) on a 5-point scale from ‘‘excellent’’ to ‘‘poor.’’ They were
also asked to rate their eyesight (using glasses or corrective lens as usual) on a
similar scale with the addition of ‘‘legally blind.’’ Then they were asked if they
suffer from any of eight common chronic conditions.
To screen respondents for questioning about speciﬁc ADL and IADL difﬁculties,
the interviewer asked if a health problem created difﬁculty for the resident in
walking several blocks; sitting for two hours; getting up from a chair; climbing
stairs; stooping, kneeling or crouching; extending arms above shoulder level;
pulling or pushing a large object such as a chair; lifting or carrying more than ten
pounds; or picking up a dime. A total of 755 (86%) of the respondents indicated406  Gibler
they have difﬁculty with at least one of these activities, a greater proportion than
in the general population of those age 70 and older (Kramarow, et al., 1999).
Those indicating some difﬁculty were then questioned about limitations in ADLs
and IADLs. An ADL limitation was measured by whether a person said that
because of a physical, mental, emotional or memory problem he or she had
difﬁculty performing, cannot or did not perform, or used help or equipment to
perform an activity, similar to the measurement used in the National Long Term
Care Survey. This questionnaire used bathing, dressing, eating, getting into/out
of bed, walking across a room and using the toilet to represent the activities of
daily living. Limitations in IADLs were measured as having difﬁculty performing,
inability or not performing, or using equipment or a helper to perform an activity
because of a health or memory problem. This questionnaire used preparing hot
meals, grocery shopping, making phone calls, taking medication and managing
money (paying bills and keeping track of expenses) to represent the instrumental
activities of daily living. The questions about each individual activity identiﬁed
396 respondents with at least one ADL limitation, six of whom did not identify
what the speciﬁc problem is.
Responses of the tenants living in subsidized housing were separated from those
of tenants not receiving subsidies and presented via crosstabulation tables. The
signiﬁcance of the differences in distribution of their answers was tested with a
chi-square statistic using a .05 level of signiﬁcance. Additionally, when a mean
response to a question can be calculated, the groups were compared with a t-test
of the equality of means, again with a .05 level of signiﬁcance.
 Results
The demographic characteristics of the respondents are presented in Exhibit 3.
Both groups of renters have similar age and sex distributions. The respondents
range in age from 72 to 98 with an average and median of 80. Almost three-
quarters are female, a higher proportion than in the general population (as
presented in the Background section). This is representative of the concentration
of elderly widowed females in rental housing and, especially, subsidized housing.
Some racial and ethnic differences from the general population are apparent. A
signiﬁcantly larger proportion of the respondents are minorities and Hispanic, as
would be expected for a sample of renters and the sampling method used. A larger
proportion (30% vs. 14%) of the subsidized tenants are members of minority
groups and a larger proportion (13% vs. 5%) identify themselves as Hispanic,
reﬂecting the concentration of minorities in subsidized housing.
Although members of both groups are most likely to be widowed (64% of
subsidized and 52% of unsubsidized tenants), as in the general population, a
signiﬁcantly smaller proportion of those living in subsidized housing are married
or partnered (18% vs. 32%), much lower than the 43% of the general population
who are married. Having a spouse present enables many elderly residents toAging Subsidized Housing Residents  407
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Never Married 5 9
Education 91.38*
Less than High School 65 36
High School Graduate 24 31






Notes: Public/Subsidized Residents: n  397. Unsubsidized Residents: n  480.
* Signiﬁcant at the .05 level.408  Gibler
maintain an independent lifestyle longer than they would be able to living alone,
putting renters, and especially the subsidized housing residents, at a disadvantage.
In addition, the subsidized housing residents report signiﬁcantly less formal
education than other renters or the general population.
Because of the eligibility requirements to enter subsidized housing programs, the
tenants would be expected to have lower incomes and fewer assets. The median
net worth for all respondents ($5,800) is below the national 65 and older renter
median net worth reported that same year, however the sample is comprised of
seniors age 72 and older, so a somewhat lower net worth would be expected. The
high proportion of respondents with negative or zero net worth relative to the
general population is partially explained by the sample’s composition of only
renters. One-third of subsidized housing tenants report a zero or negative net worth
and an additional 43% hold $10,000 or less, as is shown in Exhibit 4. Among
unsubsidized households, 36% report $10,000 or less in net worth, but 34% hold
$100,000 or more. The average net worth of subsidized households is $14,114
but the median is only $700. This is dramatically below the $116,687 average and
$30,350 median among unsubsidized households in the sample.
The median household income for the entire sample is $11,520, above the national
median income for elderly renters age 75 and older. However, the median for
subsidized households ($8,388) falls within the national range for subsidized
renters. Subsidized households in the sample have an average and median income
less than half that of unsubsidized households. Almost two-thirds of subsidized
households received less than $10,000 per year while 42% of unsubsidized
households received $20,000 or more.
Two-thirds of respondents report that they are retired, but only 24% of subsidized
housing residents receive a pension compared with 53% of unsubsidized residents.
Almost all respondents receive Social Security, but that is where the similarity in
income sources ends. More unsubsidized tenants receive support from checking,
savings or money market accounts; pensions; stock dividends; and CDs.
Subsidized housing tenants, meanwhile are more likely to receive support from
food stamps and SSI. Thus, the tenants in subsidized housing have fewer ﬁnancial
resources to support them in old age and are more likely to rely on government
sources of support. One of these sources of support is the subsidized rent they
are, by deﬁnition, receiving. A majority (62%) of subsidized tenants is paying less
than $200 per month in rent with a median of $161, well below the national
median of $399 and the $483 being paid by unsubsidized tenants in the sample.
In terms of health, a larger proportion of the respondents reported themselves to
be in only fair or poor health than other national surveys of the elderly. This may
reﬂect the older age of the sample and the association of poor health with the
lower economic status of renters and minorities. The respondents reported a higher
incidence of hypertension, heart conditions and diabetes, but less cancer than other
surveys of the elderly. As shown in Exhibit 5, subsidized housing residents believe
they are in poorer health and experiencing a signiﬁcantly larger number of chronicAging Subsidized Housing Residents  409
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$20,000 or more 8 42
Average $10,374 $26,415 9.74*
Median $8,388 $17,195
Household Assets 165.53*




$20,000 or more 16 57
Average $14,114 $166,687 7.30*
Median $700 $30,350
Income Sources
Social Security 92 95 2.90
Checking/Savings/Money Market 32 64 85.54*
Pension 24 53 77.61*
Stock dividends 4 33 119.05*
CDs 8 29 63.15*
Food stamps 27 7 65.67*
SSI 26 8 53.16*
Monthly Rent 312.69*
$200 or less 62 13
$201–$400 29 26
$401–$600 8 28
More than $600 1 33
Average $203.85 $582.86 16.82*
Median $161.00 $482.50
Notes: Public/Subsidized Residents: n  397. Unsubsidized Residents: n  480.
* Signiﬁcant at the .05 level.410  Gibler














Average** 3.46 3.09 4.80*
Chronic Conditions
Arthritis 68 54 8.08*
High blood pressure 61 52 7.27*
Heart condition 35 34 0.12
Psychiatric 20 16 2.80
Diabetes 23 12 18.90*
Cancer 13 15 1.18
Lung disease 14 8 6.30*
Stroke 13 8 5.79*
Average number 2.47 2.05 4.80*
Eyesight
Excellent 4 7 11.73*




Legally Blind 1 1
Average*** 3.41 3.20 2.48*
Hearing 6.43





Average** 2.99 2.80 2.47*
Notes: Public/Subsidized Residents: n  397. Unsubsidized Residents: n  480.
* Signiﬁcant at the .05 level.
** On a scale of 1 to 5 with 1 representing ‘‘Excellent’’ and 5 representing ‘‘Poor.’’
*** On a scale of 1 to 6 with 1 representing ‘‘Excellent’’ and 6 representing ‘‘Legally Blind.’’Aging Subsidized Housing Residents  411
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Number of ADL Difﬁculties
04 9 6 1






Average 1.25 0.96 2.63*
Speciﬁc ADL Difﬁculty
Walking Across Room 35 26 7.91*
Dressing 24 18 5.56*
Getting In/Out of Bed 25 16 10.18*
Bathing 19 19 0.74
Using Toilet 12 11 0.15
Eating 10 8 0.75
Notes: Public/Subsidized Residents: n  397. Unsubsidized Residents: n  480.
* Signiﬁcant at the .05 level.
conditions than unsubsidized tenants. While measures differ, the sample appears
to reﬂect fewer self-reported visual and hearing impairments than other national
surveys. However, within the sample, subsidized residents report signiﬁcantly
poorer eyesight than unsubsidized tenants do. The chronic conditions reported
more frequently by subsidized tenants include arthritis/rheumatism, hypertension,
diabetes, lung disease (chronic bronchitis, emphysema) and stroke, but not
psychiatric problems as others have found (see Berkman, et al., 1986; Bojrab, et
al., 1988; and Rabins, et al., 1996). The poor physical health of low-income
subsidized housing residents may be related to a lifetime of limited resources for
quality food, shelter and health care. Their current conditions indicate a greater
need than in the general population for access to health care to monitor and treat
these chronic conditions that can lead to disability and death.
To examine whether these health problems reduced respondents’ ability to
function, self-reports of limitations with ADLs and IADLs were examined. Almost
half (45%) of the respondents reported either having difﬁculty or using equipment
or a helper to assist with walking across a room, dressing, getting in and out of
bed, bathing, using the toilet or eating because of a physical, mental, emotional412  Gibler
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Average 0.78 0.66 1.32
Speciﬁc IADL Difﬁculty
Grocery Shopping 30 22 7.42*
Preparing Hot Meals 18 14 3.48
Managing Money 16 14 0.59
Making Phone Calls 9 10 0.13
Taking Medications 6 8 1.63
Notes: Public/Subsidized Residents: n  397. Unsubsidized Residents: n  480.
* Signiﬁcant at the .05 level.
or memory problem. This is a relatively high proportion reporting difﬁculty when
compared to the general population. ADL difﬁculties (shown in Exhibit 6) are
more prevalent among subsidized housing residents, similar to Holshouser’s
(1988) ﬁndings. In addition, the average number of ADL difﬁculties is
signiﬁcantly higher among these tenants. The subsidized housing residents
experience a signiﬁcantly higher incidence of difﬁculty speciﬁcally with walking,
dressing, and getting in and out of bed.
The responses to the IADL questions reveal a different pattern in Exhibit 7. Only
32% of respondents reported having difﬁculty, being unable, or using equipment
or a helper to prepare hot meals, grocery shop, make phone calls, take medication,
pay bills or keep track of expenses because of a health or memory problem. A
signiﬁcantly higher proportion of subsidized housing residents report at least one
difﬁculty, as Holshouser (1988) also found. The only speciﬁc activity that posed
a signiﬁcantly greater problem for these residents was grocery shopping. This may
be a problem not with the shopping experience, but with transportation to and
from a food store, in terms of both method of transportation and the quality of
the neighborhood in which the resident is traveling. Thus, this may be measuringAging Subsidized Housing Residents  413
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Physical Condition of Home 16.25*
Excellent 19 28




Average** 2.52 2.25 3.87*
Neighborhood Safety 48.97*
Excellent 14 25




Don’t Know 0 1
Average 2.91 2.39 6.64*
Notes: Public/Subsidized Residents: n  397. Unsubsidized Residents: n  480.
* Signiﬁcant at the .05 level.
** On a scale of 1 to 5 with 1 representing ‘‘Excellent’’ and 5 representing ‘‘Poor.’’
a transportation and neighborhood quality problem as much as a physical or
mental problem of the residents.
The majority of the respondents rated the physical condition of their home as at
least good. Only 2% rated their homes as poor. Thus, few of the renters surveyed
appear to live in dilapidated homes in need of substantial repair. The 83% of
subsidized tenants rating their homes as good or excellent is in line with the
federal government evaluation of the quality of elderly public housing (U.S. HUD,
1999), but does not reﬂect any higher ratings for other types of subsidized housing
included in this study. Subsidized tenants do rate the condition of their homes
signiﬁcantly lower, on average, than unsubsidized residents (Exhibit 8). Subsidized
tenants also believe their homes are located in less safe neighborhoods with only
70% rating their neighborhood safety as good to excellent compared to 84% of
those in unsubsidized housing. This is well below the government’s report that
almost 90% of subsidized elderly housing is located in good to excellent
neighborhoods (U.S. Department of HUD, 1999). Burby and Rohe (1990) found
neighborhood quality and perception of crime are the most important factors in
subsidized tenant satisfaction. Thus, subsidized housing tenants in the sample414  Gibler








Living Space on One Floor 97 95 2.16
Adaptive Features
Grab Bars 66 37 72.82*
Call Device 57 19 138.97*
Ramps at Street Level 47 22 67.91*
Wheelchair Access 47 19 79.74*
Railings 38 18 40.71*
Seniors Housing
Age Restricted 59 5 296.32*
Retirement Community with Services 5 13 15.91*
Other Seniors 1 0 3.53
Notes: Public/Subsidized Residents: n  397. Unsubsidized Residents: n  480.
* Signiﬁcant at the .05 level.
appear generally satisﬁed with their own housing unit, but not its neighborhood,
which leads to dissatisfaction with their living environment.
Housing satisfaction may be related to whether the physical design and services
are sufﬁcient to support the needs of aging residents. Almost all respondents (96%)
live in a single-story unit, removing the difﬁculty and danger of stairs (Exhibit 9).
The most commonly reported adaptive feature is bathroom grab bars, similar to
other national survey ﬁndings. Fewer than 50% have emergency call devices,
ramps at street level, indoor wheelchair access or railings. The subsidized units,
in general, are equipped with more adaptive living features. One explanation for
the difference in supportive design is that a majority of the subsidized tenants live
in age-restricted housing that was designed for elderly residents, while most
unsubsidized tenants do not.
Few residents in the survey live in a seniors housing development that offers
supportive services, as is shown in Exhibit 10. Among the subsidized tenants
living in age-segregated housing, one-third or fewer have access to transportation,
group meals, housekeeping, nursing care, or assistance with ADLs and IADLs.
These services are signiﬁcantly more common in unsubsidized seniors housing.
These are all services that would allow elderly residents to remain in their homes
and avoid movement to a nursing home or other facility when they need low
levels of assistance. This lack of services may explain why subsidized tenants areAging Subsidized Housing Residents  415
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Call Button 78 74 0.35
Transportation 36 76 41.04*
Group Meals 26 76 69.10*
Housekeeping 12 67 105.42*
Nursing Care 7 57 101.04*
Bathing/Dressing Assistance 6 43 69.29*
Medication Management 4 41 77.29*
Money Management 3 10 6.96*
Notes: Public/Subsidized Residents: n  258. Unsubsidized Residents: n  89.
* Signiﬁcant at the .05 level.
more likely to move to a nursing home (Freedman, 1996; and Weinberger, et al.,
1986).
 Conclusion
The concentration of elderly Americans with limited ﬁnancial, health and social
resources living in subsidized housing is growing. This aging population will be
an increasing burden on local housing authorities, state and local health facilities,
social service providers and federal housing agencies. Close examination must be
made of these residents’ current living conditions, their needs for the future, and
options for serving those needs efﬁciently and effectively.
This results of this study indicate that subsidized housing tenants age 72 and older
continue to suffer from more health problems than their counterparts living in
unsubsidized rental housing. These physical problems lead to difﬁculties in
performing the activities of daily living (walking, dressing, getting in and out of
bed), creating a need for supportive services and physical modiﬁcations to their
housing.
Those living in age-restricted subsidized housing report that their units do provide
many of the physical modiﬁcations recommended for the elderly. They live in
units they consider to be in good condition despite their dissatisfaction with the
surrounding neighborhood. However, they report a lack of access to services
typically provided by private seniors housing developments. They do not have in-416  Gibler
unit services to assist them with activities of daily living. They also do not have
access to transportation services that would assist them with such activities as
grocery shopping and help transport them to service providers within the
community. Their limited ﬁnancial resources restrict what services they can
purchase at market rates. In addition, because of limited family involvement, they
cannot rely on informal support to provide this assistance. Thus, current service
levels do not appear to be sufﬁcient to fulﬁll the needs of aging subsidized housing
residents.
Several options can be considered to serve the growing needs of subsidized
housing elderly tenants, but each has its costs. New construction can be planned
and built with supportive services in mind. A mix of independent, congregate and
assisted living units are needed to efﬁciently match the level of services to the
level of tenant needs. One difﬁculty is to locate these facilities in neighborhoods
in which residents feel secure and that provide convenient shopping and
transportation. Neighborhood resistance to the construction of any subsidized
multifamily development can be strong, however housing for the elderly is usually
more acceptable to neighboring property owners than family units.
Another difﬁculty is funding. Federal support for construction of subsidized
housing is limited. Section 202, HOME, Section 515 and the Low Income Housing
Tax Credit remain in place and could ﬁnance some of needed units. For example,
the ﬁscal year 2001 appropriations for HUD included $50 million under the
Section 202 program to develop new subsidized assisted living facilities (Wilden
and Redfoot, 2002). Some states also have housing ﬁnance agencies that grant
low interest rate loans for construction of low-income housing. However, the
ﬁnancial reality of these programs force many developers to rely on multiple
funding sources.
Some existing facilities can be physically modiﬁed and services added as residents
age. This would reduce the need for new construction and allow residents to age
in place. For example, efﬁciency apartments are often in less demand because
consumers want a separate bedroom. Projects with such units can be converted to
assisted living units. However, some design features of older projects, such as
long, narrow corridors that are challenging for wheelchair users, make serving
frail older persons in those buildings difﬁcult. Another frequent problem is the
lack of space for service coordinator ofﬁces and service delivery such as meals
programs. Larger facilities that already contain commercial kitchens, dining areas
and other common spaces may be able to add assisted living services with
relatively little retroﬁtting. Some older Section 202 and Section 236 projects have
mandatory meals programs, requiring residents to take one meal per day as a
condition of occupancy. For these projects, providing two or three meals per day
to assisted living residents has generally been easy. A policy change made by
Congress in the 1980s prohibits newer Section 202 projects from making meals
mandatory. Public housing projects also do not have mandatory meals programs
and may not contain suitable onsite kitchen and common facilities (Wilden and
Redfoot, 2002).Aging Subsidized Housing Residents  417
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When funded, Section 202 can provide the money to convert existing Section 202
housing units to assisted living. In fact, ﬁscal year 2000 and 2001 appropriations
for HUD included $50 million for converting elderly housing facilities to assisted
living (Wilden and Redfoot, 2002). Community Development Block Grants and
the HOME program could also be used to subsidize rehabilitation. However,
HOME requires a 25% nonfederal match from sources such as municipal and
county bonds, low-income tax credits, state and local subsidies, housing trust
funds and private foundations (Miller, 2001).
Such approaches can be cost effective. For example, a ﬁnancial analysis of Asbury
Tower, a Section 236 building that added assisted living services under a two-year
demonstration grant from AOA, indicates the average monthly assisted living cost
for a Medicaid nursing home eligible participant was $416, compared to $1,073
for Medicaid home health/skilled nursing services and $3,000 for a Medicaid
patient in a nursing home (Miller, 2001).
Facility managers can develop supportive programs through on-site services,
outside providers such as charitable organizations or Area Agencies on Aging, or
a mix of the two. Expansion of the service coordinator and similar programs could
ensure that services are provided in the most cost-efﬁcient manner, whether on-
site or through community service providers.
Medicaid waivers can be used to fund home- and community-based services as
well as assisted living services provided by building staff or subcontracted to
home-based service agencies. Home and community-based service (HCBS)
waivers allow states to provide long-term care services to people who meet the
state’s nursing home eligibility criteria. Every state uses at least one such waiver
program to provide long-term care services to older people with disabilities, but
waiting lists exist. States can also incorporate a personal care option into the state
Medicaid plan, but then the state must provide personal care services to all persons
who meet the eligibility criteria for personal care rather than the more stringent
medical criteria of nursing care.
The geographic dispersal of subsidized residents through voucher programs makes
them more difﬁcult to reach with supportive services programs. An option for
some residents is to provide them vouchers for private assisted living facilities.
However, such subsidies would require coordination of HUD rent subsidies with
Medicaid payments.
Additional possible sources of funding include the Older Americans Act (OAA)
Title IIIB, which provides funds to help states organize and pay for such services
as congregate meals, home-delivered meals, and homemaker services for persons
age 60 and older. In ﬁscal year 2001, the total federal appropriation for the OAA
was $1.1 billion (Kassner, 2001).
In the end, a combination of approaches will be the most effective method of
providing for a range of needs among subsidized tenants aging in our central
cities. Linking subsidized housing with supportive services for the elderly may418  Gibler
prolong these residents’ independence, enhance their quality of life and delay their
move into more costly levels of care. This would improve the residents’ lives
while more efﬁciently spending public funds.
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